A 13-year-old boy was brought to our hospital after recovering from ventricular fibrillation that occurred after an episode of chest pain during training with his soccer team. Subsequent 64-slice multidetector computed tomography revealed the left coronary artery arising from the right sinus of Valsalva, which coursed between the ascending aorta and root of the main pulmonary artery. Surgical correction including unroofing of the left coronary ostium and pulmonary artery translocation was performed successfully. One year later, he remained asymptomatic and was back on his soccer team. 
The left main coronary artery passed between the ascending artery and the root of the main pulmonary artery, which was compressed by these two large vessels (arrows).
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compressed by these two large vessels (Fig. 2B ). Coronary angiography showed that the left coronary artery originated from the right sinus with no significant stenosis, while the right coronary artery was normal. Based on these findings, we diagnosed the patient with an anomalous left coronary artery arising from the right sinus coursing between the aorta and pulmonary artery. A spasm provocation test with acetylcholine was not performed, since the catheter was incompletely engaged. However, a treadmill exercise test was performed, and the patient reached Stage IV of the standard Bruce protocol with an appropriate blood pressure and heart rate response during both exercise and recovery, ST segment and T wave changes, arrhythmias and cardiac symptoms were absent. Exercise stress technetium-99m scintigraphy was also conducted, which showed no myocardial ischemic changes.
In order to prevent sudden cardiac death, we chose surgical correction of the coronary anatomy. Following median sternotomy, unroofing of the left coronary ostium (cut-back procedure) was performed, since quite a short proximal portion of the left coronary artery remained intra-murally in the aortic wall. Pulmonary artery translocation using a vascular graft was also successfully performed, as shown in Fig. 3 . Surgical correction of the anomalous left coronary artery was completely achieved, as shown in Fig. 3 , and an exercise stress ECG performed again after the operation revealed no ischemic changes; therefore, placement of an implantable cardioverter defibrillator was not planned. One year later, the patient remained asymptomatic and continued to play on his soccer team.
Discussion
The anomalous aortic origin of the coronary artery 
Table. Previously Reported Cases of Anomalous Aortic Origin of the Coronary Artery from Opposite Sinus from 2000 to 2012
(AAOCA) arising from the opposite sinus of Valsalva has received much attention due to its association with sudden cardiac death (SCD) in otherwise healthy individuals. Although the true prevalence of this anomaly is difficult to ascertain, previous data suggest that the rate of AAOCA is in the range of 0.1-0.3% (1-3). An anomalous right coronary artery arising from the left sinus is estimated to be 6 to 10 times more common than an anomalous left coronary artery (ALCA) arising from the right sinus (3). SCD occurs much more frequently in patients with ALCA in which the left main coronary courses between the aorta and pulmonary artery (4-6). Physical exertion is thought to significantly increase the risk of SCD in patients with AAOCA, based on previously reported cases (Table) .
The mechanism of SCD in patients with AAOCA is believed to involve episodic myocardial ischemia, according to pathological knowledge (6, 22, 23). Several theories have been developed to explain the development of myocardial ischemia in this settings, such as the effect of acute angle take-off, a resultant slit-like orifice, compression between the aorta and pulmonary artery, spasms and the intra-mural course (i.e., within the aortic wall) of the proximal portion of the anomalous coronary artery for a variable distance (6, 21, 24-26).
The majority of patients with these anomalies who died suddenly had no recognized warning symptoms. In addition, although the mechanism is uncertain, exercise stress tests do not show myocardial ischemia in the majority of affected patients (6). The results of treadmill exercise tests and exercise stress scintigraphy were normal in this case, despite the patient having sometimes suffered from chest pain during exercise. In patients with the clinical features of AAOCA, the use of surgical coronary revascularization in all cases of ALCA coursing between the aorta and pulmonary artery regardless of evidence of ischemia is supported by a consensus statement in the Guidelines for the Management of Adults with Congenital Heart Disease (27) .
There are multiple surgical options due to the wide spectrum of variation in coronary morphology (28) . Bypass grafting has become less frequently used in recent years as a result of early graft failure (29) . Other approaches include pulmonary artery translocation (30) , reimplantation of the anomalous vessel into its appropriate sinus (4, 31), patch augmentation (32), and unroofing (33) . Although some case reports on the use of stents to manage AAOCA in adults have been published (7, 17) , data regarding the long-term prognosis remain scant, and, moreover, stents have limited application in growing children.
This report describes a successful case of recovery from sudden cardiac arrest associated with AAOCA that was repaired with surgical vascularization. Awareness of this rare anomaly as an important cause of SCD is important, and better knowledge is required to determine the surgical indications. 
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